cases of relaxed pelvic floor with varying degrees of prolapse of the uterus, even a complete procidentia, with no rectocele. In such this special rectal fascia is uninjured, and therefore the anterior rectal wall is maintained in position. The levator ani muscles and their fascia may be extensively lacerated, so that there is practically no pelvic floor support at all, but there will be no rectocele so long as the rectal fascia remains intact.
This rectal fascia is a broad strong sheet of musculo-fascial tissue, which is in close relationship to and supports the anterior rectal wall. It lies deep to the levator ani muscle. It is in intimate relationship with the posterior vaginal wall in its middle third, and becomes continuous at the sides of the cervix with the fascial layer?the pubo-cervical layer?which is the essential support of the bladder.
Just as we recognise now that a cystocele is the result of injury to the pubo-cervical layer of fascia, so we must realise that rectocele is the result of an injury to the special supporting fascia of the rectum. Fascia, and not muscle, is the essential supporting tissue for all organs, and the rectum is no exception. We get the best results in the operative treatment of cystocele by the isolation and repair of the bladder fascia, and so I am convinced that we get the best results in the operative treatment of rectocele by the isolation and repair of the rectal fascia. If the dissection is begun in the middle line we encounter scar tissue, and have difficulty in defining layers, for none exist. The result is that time is lost, and the bowel may be injured. When the scar tissue in the middle line, and extending for a varying distance upwards, is dissected to its upper limit, the raising of the flap becomes easy and can be effected with gauze, the vaginal wall separating easily from the rectal. As this is done it is noticed that two bands of tissue appear which are attached firmly to the under surface of the vaginal flap, and between which, in the middle line, the rectal wall bulges (Fig. 4) . The rectal wall is easily separated from the vaginal wall in the middle line between these two bands, With the proper level defined here it is very easy to separate the flap across the middle line. but the bands themselves cannot be sponged off the vaginal wall. These two bands are the edges of the torn rectal fascia.
When the dissection is carried to the upper limit of the rectocele these edges are found united across the middle line, for above this level the fascial layer is intact (Fig. 4) . If a little more lateral dissection of the flap is now carried out a mass of tissue is exposed on each side?the separated levator muscles and their fascia (Fig. 4) (Fig-5) principle. The fascial operation for cystocele was much more generally known than the fascial operation for rectocele, and the cystocele operation of stitching the fascia gave infinitely better results than the old anterior colporrhaphy. He had tried dissection from above but had never had anything like the same facility in carrying out the dissection as when beginning from below. The putting of the swab in the rectum was done purely for demonstration purposes. It was not really required for the operation and was never used except when students were present.
It was a very unsatisfactory thing to try and describe an operation and he would welcome anyone who cared to come and see it done. He would then hope to convince them that these layers did exist.
